Abstract: BACKGROUND Although there is widespread agreement on health-and cost-related benefits of strong primary care in health systems, little is known about the development of the primary care status over time in specific countries, especially in countries with a traditionally weak primary care sector such as Switzerland. OBJECTIVE The aim of our study was to assess the current strength of primary care in the Swiss health care system and to compare it with published results of earlier primary care assessments in Switzerland and other countries. METHODS A survey of experts and stakeholders with insights into the Swiss health care system was carried out between February and March 2014. The study was designed as mixed-modes survey with a self-administered questionnaire based on a set of 15 indicators for the assessment of primary care strength. Forty representatives of Swiss primary and secondary care, patient associations, funders, health care authority, policy makers and experts in health services research were addressed. Concordance between the indicators of a strong primary care system and the real situation in Swiss primary care was rated with 0-2 points (low-high concordance). RESULTS A response rate of 62.5% was achieved. Participants rated concordance with five indicators as 0 (low), with seven indicators as 1 (medium) and with three indicators as 2 (high). In sum, Switzerland achieved 13 of 30 possible points. Low scores were assigned because of the following characteristics of Swiss primary care: inequitable local distribution of medical resources, relatively low earnings of primary care practitioners compared to specialists, low priority of primary care in medical education and training, lack of formal guidelines for information transfer between primary care practitioners and specialists and disregard of clinical routine data in the context of medical service planning. CONCLUSION Compared to results of an earlier assessment in Switzerland, an improvement of seven indicators could be stated since 1995. As a result, Switzerland previously classified as a country with low primary care strength was reclassified as country with intermediate primary care strength compared to 14 other countries. Low scored characteristics represent possible targets of future health care reforms. 
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Background
Although there is widespread agreement on health-and cost-related benefits of strong primary care in health systems little is known about the development of the primary care status over time in specific countries, especially in countries with a traditionally weak primary care sector such as Switzerland.
Objective
The aim of our study was to assess the current strength of primary care in the Swiss health care system and to compare it with published results of earlier primary care assessments in Switzerland and other countries.
Methods
A survey of experts and stakeholders with insights into the Swiss health care system was carried out between February and March 2014. The study was designed as mixed-modes survey with a selfadministered questionnaire based on a set of 15 indicators for the assessment of primary care strength. 40 representatives of Swiss primary and secondary care, patient associations, funders, health care authority, policy makers and experts in health services research were addressed.
Concordance between the indicators of a strong primary care system and the real situation in Swiss primary care was rated with 0−2 points (low−high concordance).
Results
A response rate of 62.5% was achieved. Participants rated concordance with 5 indicators as 0 (low), with 7 indicators as 1 (medium) and with 3 indicators as 2 (high). In sum, Switzerland achieved 13 of 30 possible points. Low scores were assigned because of the following characteristics of Swiss primary care: inequitable local distribution of medical resources, relatively low earnings of primary care practitioners compared to specialists, low priority of primary care in medical education and training, lack of formal guidelines for information transfer between primary care practitioners and specialists and disregard of clinical routine data in the context of medical service planning.
Conclusion
Compared to results of an earlier assessment in Switzerland an improvement of 7 indicators could be stated since 1995. As a result, Switzerland previously classified as a country with low primary care strength was reclassified as country with intermediate primary care strength compared to 14 other countries. Low scored characteristics represent possible targets of future health care reforms.
Background
International comparisons and studies within different countries have repeatedly shown that health care systems with a strong primary care sector achieve better health outcomes and cost savings than health care systems with underdeveloped primary care sectors [1] [2] [3] [4] . This evidence has led to international declarations and political campaigns with the aim to consolidate primary care and establish more primary care centered health systems. As all member states of the World Health Organization (WHO), Switzerland agreed to the corresponding WHO declarations in 2008 and 2009 5, 6 . Moreover, a popular initiative requesting a health care reform has been launched in 2009 and is currently still under development 7 .
It is to note that Switzerland is among the countries with the highest per capita availability of physicians and nurses and Switzerland spends more on healthcare per capita (5643 USD) than any other country except the United States (8508 USD) and Norway (5669 USD) 8 . Insurers account for around one third of the health expenditures. Further sources of financing are government funding and individual out-of-pocket costs. Enrolment in a basic health insurance plan is mandatory for every person living in Switzerland, thus there are virtually no uninsured people. Ambulatory care is mainly provided by practice physicians. Additionally, hospitals provide ambulatory care units. Both generalists and physicians may work as practice physicians. There exists no gatekeeper system regulating access to hospital care or specialized care. In general, each person is free to visit any healthcare provider/institution, unlike one signed certain special types of basic insurance contracts offering reduced premiums in exchange for agreeing to a limited choice of providers (e.g. managed care plans) 9 .
The impact of campaigns designed to strengthen primary care could only be measured if a national baseline evaluation of the current strength of the primary care sector exists. Starfield . The significance of that study is limited, considering the lapse of time and the secondary use of data that were originally not collected for the purpose of a primary care assessment.
Objective
The aim of our study was to assess the current strength of primary care in Switzerland scored against the indicator set of Starfield et al. and to track changes compared to the strength level determined by the last assessment in 1995.
Methods
The study was designed as mixed-modes survey with a self-administered questionnaire that could be either completed via a web platform or on paper. The German questionnaire was derived from the indicator set for the evaluation of the strength of primary care within health care systems by Starfield et al. 10 . The set includes 15 indicators describing 9 health system and 6 primary care practice characteristics. Assessing the strength of primary care, 0 to 2 points are assigned to each indicator displaying to what extent the health care system under evaluation matches the characteristics. In order to obtain an overall «Primary Care Score», the unweighted points of all 15 indicators are averaged.
In our study, the original indicator set was translated to German language according to guidelines for obtaining semantic, idiomatic, experiential and conceptual equivalence in translation by using backtranslation techniques and committee review 12 . In a first step, this process was independently performed by two of the study authors (SD, TM). In a second step, both results were compared, resolving differences trough consensus of all study authors. Consequently, the indicator set was transformed to a questionnaire with 15 items.
The questions were designed as closed multiple choice questions with three answers each, connoting the absence, the poor development or a high level of development of the characteristics. Thus, the three answers per question corresponded to 0, 1 or 2 points within the scoring system suggested by Starfield et al. 10 . The participants were asked to rate the concordance of Swiss primary care with the characteristics by selecting one answer in relation to each item while being unaware of the related points.
The preliminary version questionnaire was pretested by five independent study assistants considering comprehensibility and usability. One year prior to the pilot test, three of these study assistants had individually used the original indicator set of Starfield et al. 10 and recorded the results. After pilot testing, we compared their individual results obtained by administration of the original indicator set and the results obtained by application of the pilot questionnaire in order to evaluate the validity of the questionnaire. Two study assistants obtained the same results with both instruments. One study assistant obtained a one point lower point total with the original indicator set. The difference was considered to be insignificant.
After pilot testing, the questionnaire was sent out to 40 selected addressees, who represent Swiss primary and secondary care, patient associations, funders, health care authority, policy makers and experts in health services research focused on primary care. Therefore, leading members of the respective professional associations, executive bodies and institutions were identified by internet, telephone and e-mail research. Where more than five representatives in leading positions were identified, we randomly selected five in order to ensure a balanced influence of all stakeholders. Suppl. Table 1 provides details on the selection of addressees.
Addressees of whom official e-mail addresses were eligible were contacted via e-mail. Addressees of whom only postal addresses were eligible were contacted via mail. In February 2014, all addressees received an invitation note describing the purpose of the study and providing an internet link to a web survey platform (SurveyMonkey®) with a personal log-in number. Alternatively, the addressees could request a paper questionnaire and return it via fax or mail.
The data collection period lasted eight weeks following the roll-out period. After four and six weeks of data collection, reminders were sent out to all non-responders at that time.
Data analysis
Data analysis was performed by assessing how many points each participant had indirectly assigned to the individual items by selecting an answer. Secondly, it was assessed which point level (0 to 2) had been assigned most frequently per item. The respective point level was determined to represent interrater consensus. Consequently, the average point level determined by inter-rater consensus across all items was defined to represent the current «Primary Care Score» of Switzerland. The results were then compared to literature reports of primary care assessments in other countries, which base on the same or rather slightly modified indicator set 11, 13, 14 .
Results
Between February 2014 and March 2014, 40 representatives were asked to fill in the questionnaire.
27 logged in to the online survey. Paper questionnaires were not used. At least one representative per stakeholder group participated (Suppl. Table 1 ). 23 of the participants answered all of the 15 items.
Two participants finished 4 and 8 items, respectively. Two other participants did log in, but did not answer any question. The latter were excluded from further analysis. This corresponds to a response rate of 62.5%.
Suppl. Table 2 displays how many participants selected an answer corresponding to a point level of 0, 1 or 2 in relation to each item. Table 1 displays the relation between questionnaire items and the 9 health system and 6 primary care practice characteristics defined by Starfield et al.
10
. Furthermore, it displays which point level was assigned to each characteristic based on inter-rater consensus and provides a description of the features underlying the point level.
Based on inter-rater consensus, Switzerland obtained 13 out of 30 possible points: 5 characteristics were rated as "0", 7 characteristics as "1" and 3 characteristics received the highest rating of 2 points.
The lowest point total assigned by a participant was 6, the highest was 18. The average point total of all participants was 12.3 with a standard deviation (SD) of 3.2. The average point total of system characteristics was 7.8 (SD 1.8) and the average point total of practice characteristics 4.4 (SD 1.7).
The system characteristics obtained 8 out of 18 possible points. Zero points were assigned because of the absence of incentives to distribute medical resources equitably, the low earnings of primary care practitioners compared to specialists and the low priority and prestige of primary care in medical education and training. One point was assigned because of a present system predominantly financed by social insurances (instead of a tax based system), the percentage of generalists of all practicing physicians, the rather low share of costs for patients and because of the existence of patient lists on Moreover, it established a standard range of medical services by publishing a catalogue of insurance covered diagnostic services and treatments. These features may account for better ratings in terms of the score items «Longitudinality», «Family-centeredness», «Cost sharing», «First Contact» and «Comprehensiveness».
Strength and limitations
It is clearly a strength of our study that it reverts to the established indicator set of Starfield et al. and allows therefore an evaluation of system changes over time. The inclusion of stakeholders from different levels of the health care system and a high response rate of survey addressees (62.5%) objectifies the scoring. We did not control for personal characteristics of the respondents such as age, sex or professional background, because we were interested in a synopsis of different point of views.
Determinants of differing point of views were out of scope of this study. Nonetheless, it can be noted that the Primary Care Score showed only marginal variation when calculated from the answers of Nevertheless, it is to note, that until to date no measurement instrument including weighted indicators exists. Therefore, the indicator set used in this study can still be considered as state-of-the-art.
Another advantage is that our results allow direct deduction of future targets for health care reforms that would be supposed to strengthen primary care in Switzerland. That differentiates our study once again from the PHAMEU project. The latter was primarily designed to compare different countries' health systems and not to point out individual and specific weaknesses of the different health care
systems. The 77 indicators used in that project were grouped in seven different categories and comparisons were made based on category scores 3, 15 . Hence, weaknesses were not reported in detail.
In contrast to that, we report the scoring of every single indicator and identify substantial weaknesses where 0 points were assigned.
Conclusion
Against this background, we conclude that the developments of the last 20 years have led to a small increase in primary care strength but the following fields require future development in Switzerland:
inequitable local distribution of medical resources, relatively low earnings of primary care practitioners compared to specialists, low priority of primary care in medical education and training, lack of formal guidelines for information transfer between primary care practitioners and specialists and disregard of clinical routine data in the context of medical service planning. Based on this documentation, researchers are enabled to evaluate the impact of future health care reforms.
Funding
The study was funded with resources of the Institute of Primary Care and Health Services Research, University and University Hospital of Zurich, Zurich, Switzerland.
Disclosures
According to Swiss law ethical approval was not necessary. The authors declare no conflict of interests. Clinical community data are used to plan or organize services 
Tables
